Rectosigmoidal Polyps: Critical Study of the Concept ofMalignant Transformation. The Stability ofHistological Types.
The Development ofthe Malignant Polyp towards Common Cancer. Hypotheses ofFiliation
The authors report their experience in following up and reviewing proctoscopically 131 polyps after excision; it appears that malignant transformation, incorrectly called degeneration, does not correspond with the actual facts. They show that the benign adenoma, in its simple form and perfectly differentiated, remains benign. The majority of polyps occur in adults aged from 40 to 70 years, which is the cancer age, but the proportion of malignant polyps does not increase with age, histological types being found in the same proportions in the different decades.
Benign polyps which remain by chance are still found to be benign after four or five years. In patients where there is a relapse after initial excision it is found that the relapse is of the same histological type as the earlier excision.
A malignant polyp follows its initial course. The authors, having observed all the transitional steps, think that the malignant polyp is most frequently the origin of the infiltrating and ulcerative common cancer. It is only by histological examination after excision that signs of malignant epithelial proliferation can be found on an apparently benign polyp, and radiological examination alone is incapable of differentiating.
The concept of histological stability might be stated thus: The well-differentiated adenoma remains as such, whereas the malignant polyp follows a malignant course throughout. Destiny has determined from the beginning the evolution of these tumours.
Although these extremes lend themselves to this simple comparison, it is not always so: the conscientious histologist, having examined the specimen in its entirety, can always affirm the nonmalignancy of a well-differentiated adenoma or the malignancy of certain polyps but, between these extremes, the histologist recognizes a gradation, the extent of which is a guide to the degree of malignancy.
Sectioning is essential and the limits of malignancy may not be clear; that is why the same slide may be differently assessed by histologists. We need new techniques to trace this borderline of malignancy more accurately.
Dr M Parturier-Albot (Paris)
Initial Stages of Cancer ofthe Rectum: Endoscopic, Microscopic and Ultrastructural Aspects ofNormal and Cancerous Mucosa
The endoscopic aspects of rectal cancer were described for the first time in 1950, thanks to new devices in photography.
Photographs were taken at the beginning of the formation of the cancer. Different forms could be described with a characteristic aspect; lesions are surrounded by typical changes of the mucosa about the central lesion. Most characteristic is the formation of a marginal borderline which seems to play the role of a defence reaction.
This fold ruptures in the course of the evolution of the cancer which at first develops superficially and later more deeply.
Among these cancers six were examined with the electron microscope and a series of ultrastructural modifications are described. Although some cells may appear as normal, others exhibit hypertrophy of some of their organelles.
The microvilli of the cell surface are sometimes hyperplastic. Mitochondria are often altered and 'cloudy swelling' is present.
Some cells may undergo normal differentiation to the goblet cell, others appear clear (Caspersson and Santesson's B type of cell) and others dark with dense nuclei and conspicuous ergastoplasm (Caspersson and Santesson's A type). The significance of this last type was discussed in relation to the effect of contact radiotherapy. Whereas classically it is supposed to represent a cell endowed with particularly active metabolism, the possibility that it corresponds rather to necrosis was considered. The authors described an unusual lesion of the rectal mucosa developed as a result of contact with cancer of the pouch of Douglas. Clinically it caused a dysenteric syndrome. Proctoscopy showed an area which was pale pink in colour, of a velvety appearance, being soft and pliable, non-hwmorrhagic and raised up in large folds. At biopsy, the mucous membrane was found to be hypersecretory with thick vegetative growths, lined with large clear cylindrical cells distended by an abundant secretion of mucus. In front of this rectal lesion lay a tumour in the pouch of Douglas.
This malignant tumour was genital in structure and was associated with an endo-uterine cancer. The pre-rectal tumour pushed back the colonic wall. At the point of contact the mucous membrane was 3-4 mm thick, composed ofjuxtaposed vegetative growths lined with mucous cells. But the malignant lesion nowhere infiltrated the intestinal wall. This distinctive lesion, which the authors call 'muco-adenomatosis "en nappe"', does not appear to be described in the literature. It constitutes a reaction of the intestinal mucosa to contact with a cancerous focus outside the digestive tract.
Dr A C Young (St Mark's Hospital, London)
Radiology of Colonic Polyps
The double contrast (Malmo) enema demonstrates the geometrical features of polypoid lesions of the colon. The base of a sessile polyp is represented by an even, smooth line, appearing as a concave curve in profile, as an asymmetrical ellipse obliquely and as a circle only in the 'en face' view. A pedunculated polyp, being usually at an angle to the wall of the colon, has a skewed base. A malignant polyp is usually larger than 1 cm in diameter; its base is outlined by barium as a line not only irregular in form but also of uneven thickness. This line may project far into the lumen or may be so irregular as to present a complete interruption of barium coating the bowel. When a malignant polyp presents on a flexure, its base, seen in profile, destroys the smooth curve of the colonic outline. It is occasionally necessary to integrate several views in order to demonstrate all the features of a polypoid lesion; this is especially true of long-stalked pedunculated lesions.
Multiple polyps may be so closely set that they resemble a string of beads; they must be differentiated from polyposis ulcerosa and pneumatosis cystoides intestinalis. Small polyps, up to a centimetre or so in diameter, may not be felt at a laparotomy. Artifacts can cause mistakes in radiological diagnosis, so before the patient undergoes laparotomy for a polyp diagnosed radiologically, a confirmatory X-ray examination should be carried out.
The rectum should be included in radiological examination. Sometimes a lesion is seen on the film without having been recognized sigmoidoscopically. On the other hand some lesions seen sigmoidoscopically have failed to show in the X-ray films. The operation of colotomy may be considered for the removal of polyps in the colon beyond the reach of the sigmoidoscope. The affected segment of colon is exposed by abdominal section, frequently a muscle-splitting incision in the left iliac fossa.
